choroido-retinitis. He had an eosinophilia of 9%. The condition slowly cleared up after fifty-three days' treatment in hospital, and he returned to his flying duties. He was passed for limited flying early in 1934, and he came to see me periodically. Then suddenly the ? cystic trouble started, and for six to eight months it has been more or less in the condition in which it is at present.
There was 14 to 16 D of swelling. An investigation from the point of view of possible cysticercus proved negative. Thb ? cyst has slowly increased, and that is the reason I have brought him to the meeting. The practical question is: For how long should he be allowed to fly? The first condition was primarily inflammatory; at a later date there was much obscuration of the field.
Di8c8s8ion.-The PRESIDENT suggested that the lesion was a parasitic cyst. He noted that everything had been done to find such a condition elsewhere in the body without success, but the fact that the man had 9% eosinophilia increased the suspicion of some such condition. He had seen a peripheral cyst in association with acute scleritis; that had risen and receded very quickly without recurrence.
Mr. A. C. HUDSON said that there was a fairly extensive detachment of the upper part of the retina, and this suggested that the lesion was a sarcoma rather than a cyst. Transillumination might give valuable information. He would remove the eye.
Mr. R. AFFLECK GREEVES, referring to the suggestion that this might be a solid growth, said the fact that one could see the choroidal vessels through the retina covering the globular swelling was, in his opinion, strong evidence in its favour.
Wing-Commander LIVINGSTON (in reply) said that Sir John Parsons had thought of sarcoma as one possibility, but considered that a history of primary inflammation, of such a characteristic type, was against sarcoma. Had he seen the case without a knowledge of this inflammatory change having occurred, he would have thought it was a sarcoma. Sir William Lister thought it was not cysticercus, nor sarcoma, but was cystic in character. Neither was in favour of operation at that time (four months ago).
Hyperphoria Associated with Over-action of the Inferior Oblique Muscle. Treatment by Recession of the Origin of the Inferior Oblique.
A. RUGG-GUNN, F.R.C.S. R. C., a boy, aged 10, was sent to me about a year ago by Dr. A. A. Grierson, of Catford, with a history that "the right eye wanders up." After correction (low mixed astigmatism) his vision was 9 R. and L.
In the primary position the eyes, on the whole, appeared level, but at least 20 D of hyperphoria was found on testing with the Maddox rods. All movements were full and co-ordinated except, that on looking to the left, the right eye, towards the end of the movement, suddenly shot up, indicating over-activity of its inferior oblique. The patient had no binocular vision and no diplopia. In these cases the presence of binocular vision is associated, as a rule, with torticollis. In other respects this patient's eyes were normal.
Mr. Stewart Macky, whom I consulted regarding the possibilities of orthoptic training, drew my attention to a paper by Temple Smith of Sydney (1933) , dealing with the operative treatment of cases of this type by tenotomyL of the origin of the inferior oblique. The suggestion seemed to me a reasonable one. The inferior oblique and the superior rectus of the opposite side are complementary muscles and in the position of adduction the main elevator is the inferior oblique.
Temple Smith suggests that the primary cause of this syndrome is weakness of a superior rectus, either congenital or the result of birth injury. The weakness of one member of the pair causes over-action of the other, leading to hypertrophy. which accentuates the diplopia when the eye is in the position of adduction. Thus, on looking directly forwards, the action of the oblique is at a minimum and the eyes are relatively level, but on looking laterally the action of the oblique is maximal and the eye shoots up.
Temple Smith makes an interesting observation with regard to the sex incidence. All his cases, like this one, are in boys.
The operation is simple. An incision was made along the inner part of the lower orbital margin and the tissues separated down to the periosteum. A strabismus hook passed along the orbital floor from the outer side picked up the muscle at its origin. The muscle was grasped by a Prince's forceps, cut from its origin close to the periosteum and a single catgut stitch inserted. The muscle was now re-attached to the periosteum by means of the catgut suture, along the line of its axis, about i inch posterior to its original attachment. Flat retractors were used to displace the orbital contents.
Result of operation.-When the patient was re-examined after an interval of ten weeks there was no sign of the upward flick of the right eye on looking to the left and the hyperphoria is now about 10 D. I contemplate advancing the left superior rectus, although I doubt whether this will neutralize the whole of the residual hyperphoria. SMITH, E. TEMPLE. (1933.) Med. Journ. Austra. (ii), 307. X The use of the word " tenotomy " to describe division of a muscle origin is a barbarism, but the term has acquired a certain technical significance and its use is perhaps permissible.
